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Primary solid epididymal tumors are rare, represent-
ing 5% of intrascrotal neoplasms. Seventy-five per-
cent of epididymal tumors are benign. Most of them
are adenomatoid tumors (73%), followed by leio-
myoma (11%) and papillary cystadenoma (9%) [1,2]. 
Epididymal leiomyomas are generally well defined,
surrounded by a gray-white fibrous capsule and are
usually 1–4cm in size. These tumors tend to be asymp-
tomatic and painless, and appear to occur with equal
frequency on the right and left side [2–4]. Bilateral
lesions are extremely rare, but do occur. A long his-
tory of symptoms (up to 10 years) and a slow-growing
mass suggest a benign process. Although the patient
in this report had a scrotal mass for 4 years, patients
with 10-, 20-, or even 30-year histories prior to surgi-
cal excision have been described [2–4].
CASE PRESENTATION
A 53-year-old man was admitted to the urology
department because of a left scrotal mass that was
first noted during testicular self-examination 4 years
previously. The mass had been enlarging gradually
in the past 4 years without any discomfort. There was
no prior history of trauma, inflammation, infection,
and no significant urologic past history. Physical
examination showed a smooth, rounded, firm, and
nontransilluminating mass in the left side of the scro-
tum. It seemed to be connected with the epididymis
and located inferoposteriorly to the testis. The size of
the mass was 3.5 ˜ 3.0 cm. Neither tenderness nor ery-
thema was noted. Laboratory studies showed normal
complete blood count, serum creatinine, electrolytes,
and liver function tests. The results of testicular tumor
markers, including α-fetoprotein (1.75 IU/mL) and 
β-human chorionic gonadotropin (β-HCG; <1.00mIU/
mL), were within normal limits. Chest radiographic
findings and urinalysis were also normal.
The patient underwent sonography with a 7.5-MHz
linear array transducer. Utilizing gel as a coupling
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Tumors of the epididymis, both primary and secondary, and whether benign or malignant, are
very rare. Adenomatoid tumors and leiomyoma are the most frequently diagnosed benign
tumors of the epididymis. In a review of the American and European literature, leiomyoma was
the second most common neoplasm of the epididymis, representing 6% of primary epididymal
tumors. A case of leiomyoma of the epididymis in a 53-year-old patient is reported. The patient
presented with a 4-year history of a painless mass in the left scrotum. There were no bothersome
symptoms except gradual enlargement of the tumor. On surgical exploration, the mass was found
to be smooth and well-demarcated. A fresh frozen section showed a benign lesion, and conserva-
tive excision of the tumor was performed without any difficulty. The leiomyoma was definitively
diagnosed by subsequent histopathologic analysis. The details of this rare case are reported
herein with a review of the medical literature.
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agent, scans were performed with the transducer in
direct contact with the scrotum. The sonogram showed
a well-circumscribed, solid mass appearing at the tail
of the epididymis, which was located immediately
inferior to the lower pole of the left testis (Figure 1). The
mass measured approximately 2 cm in lineal dimen-
sion. The echoes were inhomogeneous and relatively
hypoechoic compared with the adjacent testis. There
was no internal calcification or acoustic shadowing
distal to the mass. Significantly increased vascularity
within the lesion was demonstrated with color Doppler.
No hydrocele was detected. The left testis was not
displaced superiorly and was normal in appearance.
In addition, the right testicle and scrotal contents
were also normal. A left epididymal tumor was 
diagnosed.
The epididymal mass was explored through a mid-
line scrotal incision; a solid, encapsulated mass appear-
ing at the tail of the epididymis was found (Figure 2).
It was separated from the testis and did not extend
into the cord. The tumor was excised thoroughly from
the epididymis and the testis was preserved. Gross
pathologic examination showed a 3.5 ˜ 2.8 ˜ 2.0 cm
firm, grayish to white mass, the cut surface of which
showed a whorled pattern. Microscopic examination
of sections stained with hematoxylin and eosin
showed numerous interlacing elongated fascicles 
of mature spindle cells with abundant eosinophilic
cytoplasm, findings typical of leiomyoma (Figure 3).
The nuclei were regular, long, blunt, and did not
exhibit atypia or mitotic figures. Neither calcification
nor inflammatory cells was identified within the mass.
Immunohistochemical studies demonstrated posi-
tive smooth muscle actin stain and negative β-HCG
stain, further confirming the diagnosis of epididymal
leiomyoma. The patient was discharged 3 days after
the operation; no evidence of local recurrence or 
distant metastasis was found during the 15 months
of follow-up.
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Figure 1. Sonogram shows (A) a well-defined heterogeneous mass, demarcated by ˜ and +, in the left epididymal tail, which is 
(B) adjacent to the homogeneous echogenic testis (T).
Figure 2. Gross examination shows a round, solid, encapsulated
epididymal mass (arrow) located immediately inferior to the
lower pole of the left testis.
DISCUSSION
Leiomyomas are found throughout the genitourinary
tract, in any organ containing smooth muscle. After
the uterus, the most common site is the renal capsule
[3,5]. Other locations include the ureter, bladder, ure-
thra, prostate, seminal vesicles, penis, epididymis,
spermatic cord, tunica dartos, tunica albuginea of the
testicle, and even within the testicle [3,5].
Epididymal tumors are rare. Leiomyoma is the
second most common primary neoplasm of the epi-
didymis, comprising 6% of epididymal tumors [1–7].
Only 28 cases were reported in the review of Beccia 
et al [1]. In the Japanese literature, its incidence has
been reported to be as high as 40%. They have been
reported in patients from childhood to the ninth
decade, but the most common time of presentation is
in the fifth decade of life [1–7].
Sonography is a widely used imaging modality
for patients with suspected scrotal abnormalities.
Both solid and multicystic lesions have been described
in scrotal leiomyomas [3,4,8]. As for epididymal
leiomyoma, which is considered to be a subset, sono-
graphy can determine the site in the epididymis
(head, body, or tail), outline adjacent pathology (such
as testicular atrophy, hydrocele), and accurately
assess the character of the mass (cyst or solid) in a
noninvasive manner [4]. Most often, it involves the
globus major, appearing either solid hypoechoic or
heterogenous on sonography [3,4,6,7]. In addition, it
may be associated with a reactive hydrocele or contain
shadowing calcifications. In our case, neither was
detected on sonography and final histopathologic
evaluation of the surgical specimen.
As a rule, solid intratesticular lesions have a high
likelihood of malignancy (about 90–95%), while
extratesticular lesions are usually benign. A review of
the latter in the urology literature shows a malignancy
rate of 3% [1]. Another important role of sonography
is that it can easily distinguish intratesticular from
extratesticular lesions with an accuracy of 95–100%
[9,10]. Notwithstanding, we could not reliably iden-
tify malignant extratesticular masses on the basis of
sonographic features alone. In fact, until now, none 
of the mass traits such as echogenicity, size, relation-
ship to the epididymis, and definition of borders, has
proved useful for making a preoperative diagnosis of
malignancy.
The true identity of epididymal leiomyoma is
often masked until histologic study is made [2]. Since
epididymis, scrotal tunics, and spermatic cord are
structures in contiguity with each other, in the past, it
has been difficult to establish the tissue of origin of
the neoplasm in some instances. Due to their adher-
ence to the testis, gross examination and manual pal-
pation of the scrotum cannot provide reliable clues to
rule out malignancy and, consequently, removal is
usually indicated. If frozen section study confirms a
benign lesion, epididymectomy should be considered
[6]. Radical orchiectomy may be necessary in certain
cases where a malignant tumor cannot reliably be
excluded [2,3,5–7].
Although no long-term follow-up study has been
reported, it is presumed that epididymal leiomyomas
are benign in nature and do not recur [2,7]. In this
patient, the mass was organ-confined and clearly sep-
arated from the testis at exploration, which would not
be confused with testicular neoplasms. The lesion was
also well-defined by a fibrous capsule without exten-
sion to adjacent structures, facilitating surgical separa-
tion. Furthermore, intraoperative fresh frozen section
of the tumor and surrounding epididymal tail was
free of malignancy. Consequently, we believe that sim-
ple surgical excision with primary closure is curative.
Nevertheless, regular outpatient follow-up and sono-
graphic examination are still recommended. After 
15 months of follow-up, this patient was healthy and
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Figure 3. The tumor is composed of interlacing fascicles of
bland-looking spindle cells (hematoxylin and eosin, original
magnification 100˜).
without evidence of disease. This operation would be
more convincing as an organ-preserving procedure if
a longer follow-up period could be established.
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